A LACK OF CULTURAL COMPREHENSION
Direct access by the public to a dental care professional (DCP) has little precedent in the UK, the exception being clinical dental technicians whose unconventional route to this position is in marked distinction to that of hygienists and therapists. Those without a comprehensive understanding of oral care delivery in the UK might be forgiven for thinking that such direct access could be of health value to patients through choice of provider and of potential economic advantage in reduced costs to either the patient and/or a third party payer such as the NHS or a private concern. However, neither of these constructs holds much credence on closer inspection.
Hygienists and therapists themselves, while aspiring to greater professional autonomy seem to express little desire to set up in independent practice and see themselves as part of the dental team, a concept that has particular strength and patient value in the UK. 2 Indeed, before the current designation DCP they and their colleagues were titled, for a brief time, professionals complementary to dentistry (PCDs), recognising the harmonising role of each team member. This was a move on from a designation of professionals supplementary to dentistry which was used fleetingly as a carry-over from professionals supplementary to medicine but was considered not to fully express the value that was brought to the dental team by these practice members.
While there is every reason to examine other potential models of care provision, direct access would require cultural changes on several counts. Firstly the public would need to be made aware of what these DCPs were permitted to provide. A paper in the BDJ in 2010 revealed that only 10% of a sample of 1,000 adults recognised dental therapists as a professional group and that no one correctly identified their professional duties. 3 Of those who had experienced treatment by a dental therapist there was a high degree of satisfaction, which might be reasonably expected of them as professionals. However, about half the patients expected to pay less for a filling placed by a DCP than by a dentist despite the fact that the restoration should be of equally good standard regardless of the operating clinician. This does beg the question as to whether patients would voluntarily seek direct care in this way and if so, whether their expectation to pay less would make independent practice any sort of viable business alternative. Given the current surly reluctance of banks to lend to even well established enterprises it seems unlikely that a speculative new venture such as this would find much favour, arguably not even in better economic times. More to the point is whether or not it would be in the interests of a patient's oral health to attend such a professional in a situation adrift from the full examination and diagnostic experience of a dentist. While acknowledging that in their training therapists (27 months) and hygienists (24 months) receive intensive instruction in the appropriate procedures, they are not given full education in terms of whole body systems, physiology, pathology and so forth. Consequently, and rightly, the need for top-down application of a diagnostic sieve process from a dentist is the model perceived by and supported in this vision of training for oral care delivery. Would the prospect of a DCP in independent practice cautioning a patient from the outset that they would have to see a dentist in order to get a full oral health overview promote much confidence in, or actually serve to undermine that DCP's professional status? Economic woes or not, it seems unlikely that this model has much going for it any time soon.
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